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The findings include:

K000 INITIAL COMMENTS

A recertification Life Safety Code Survey was
conducted on May 10, 2011. The foliowing
deficiency is based on observations during the

K 018 NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors.
are provided with a means suitable for keeping the
N door closed. Dutch doors meeting 18.3.6.3.6 are
permitted. 19.3.6.3

Roller latches are prohibited by CMS regulations in
all health care facilities.

This STANDARD is not met as evidenced by:

Based on observations during the Life Safety Code
Inspection it was determined that doors were held
open and were prevented from closing by door

Doors

THIS PLAN OF CORRECTION {5 SUBMITTED FL:R
K 000 PURPOSES OF REGULATORY COMPUIAMCE S3T
AS PART OF THE METHODIST HOME’'S

ONGOING EFFORTS TO CONTINUOUSLY
MAINTAIN THE HIGH QUALITY OF CARE ANE
SERVICES PROVIDED. ASSUCH IT DOES NOT
CONSTITUTE AN ADMISSION OF THE FACTS CR
ZORCLUSIONS FOR ANY PURPOSE

K018  wiATSOEVER.
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Corrective Action for Residents Affected by Deficient
Practice:

No resident(s) was(were) negatively

impacted. The entrance doors to the dining

rooms on the first 2nd second floor of the

Heaith Care Center were held open (o allow

for resident’s to pass safely and independently

to and from meals. These holders have been
removed.

617111

Method to identify Other Residents At Risk for Deficient

Practice:

All doors in the Health Care Center were checked and

no other doars were being held open.

Measures or Systemic Chanaes to
Ensure Deficient Practice Does Not Recur;

Automatic Closers being investigated for possibie
installation.

Door check added to maintenance rounds.

Doors to remain closed and staff will need

to be present to allow for resident passage

81711

at ali meals. 6/17/11
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K018 Continued From page 1 K 018.
Double doors located at the entrance to Dining
Rooms on the First and Second Floors were held i
open with door props and would not ciose without
manual assistance when tested in two (2) of two (2)
observations between 3:05 PM and 4:15 PM on
May 10, 2011.
\-/
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